brachiocephalic trunk (BCT), aortic isthmus (AI), ductal and left PA transit-time flow probes to calculate left ventricular (LV) and RV outputs and hydraulic power, and flow in the descending thoracic aorta (DTA), and 3) an endotracheal tube to remove lung liquid.
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Results: Reducing lung liquid volume by 17AE7 mL/kg 1) decreased LA and RA pressures similarly (by 1.5-1.6 mmHg, P < 0.001), 2) augmented LV and RV outputs (21-24%, P < 0.001) and total power (27-28%, P < 0.005), 3) increased systolic blood flows in the BCT (18%, P < 0.001), AI (29%, P < 0.005), ductus (12%, P < 0.005) and DTA (16%, P < 0.001), 4) increased mean PA flow via a rise in systolic inflow (37%, P < 0.001) and fall in diastolic backflow −(16%, P < 0.05), and 5) did not change systemic vascular conductance but increased pulmonary vascular conductance (180%, P < 0.001).
Conclusions: Haemodynamic effects of reducing lung liquid volume extend beyond the lungs to all cardiac chambers via rises in LV and RV outputs and power despite falls in cardiac filling pressures, and to the systemic circulation via downstream increases in systolic blood flows of major arteries. Background: Antenatal betamethasone (BM) is routinely given via maternal i.m. injection to enhance fetal lung maturation before anticipated preterm birth. BM increases pulmonary arterial (PA) blood flow in the fetus, but it is unknown if this agent alters the contribution of 1) right ventricular (RV) output or 2) left-to-right shunting across the ductus arteriosus to rises in PA blood flow after birth.
ANTENATAL BETAMETHASONE AUGMENTS EARLY
Methods: Anaesthetized control (n = 7) and BM-treated (n = 7) preterm fetal lambs (gestation 128 AE 1 days, mean AE SD) were instrumented with aortic, pulmonary and left atrial pressure catheters, as well as ductus arteriosus and left PA flow probes to calculate RV output. Haemodynamics were measured for 30 min after cord clamping and mechanical ventilation.
Results: Mean PA blood flow was higher in BM-treated lambs over the initial 10 min after birth (P < 0.05). This higher PA flow was accompanied by 1) a greater pulmonary vascular conductance (P ≤ 0.025), 2) a larger proportion of RV output passing to lungs (P ≤ 0.01) despite a fall in this output, and 3) earlier reversal and a greater magnitude (P ≤ 0.025) of net ductal shunting, due to the combination of higher left-to-right (P ≤ 0.025) and lesser right-to-left phasic shunting (P ≤ 0.025).
Conclusions: Antenatal BM augments the initial rise in PA blood flow after birth in preterm lambs, with this augmented rise supported by the combination of 1) a greater redistribution of RV output towards the lungs, and 2) a faster and larger postnatal reversal in ductal shunting. Background: M aori (Indigenous people of Aotearoa New Zealand) pregnant women and their children are more likely to be harmed and die than NZ European wh anau (family). These health disparities are unacceptable and contribute to life-long disabilities in physical, social and emotional well-being. It was the aim to learn from wh anau lived realities to address and transform current systemic failure(s) that contribute to these health disparities.
Methods: This Kaupapa M aori informed PhD research interviewed ten w ahine (women) and their wh anau who experienced the harm or loss of their baby. The research questioned whether or not the maternal-infant health care system was delivering culturally responsive care for wh anau following the harm or loss of their baby; and if not, can we learn from the lived realities of these wh anau and m atauranga M aori (M aori knowledge) to propose positive, culturally responsive systemic change(s).
Results: All ten wh anau entered the maternal-infant health care system at an unexpected time, and under unanticipated circumstances. When they were made to enter in this manner, the system was incompatible in delivering culturally responsive care.
Conclusions: A nuanced framework of health care, named Te H a o Wh anau, is suggested. The name means wh anau voices leading maternity care in Aotearoa New Zealand. The framework builds upon the wh anau experiences and offers tikanga M aori (M aori cultural practices) guidelines to inform culturally responsive health care for wh anau following the harm or loss of babies. Background: Preterm infants exposed to inflammation during pregnancy are prone to apnoeas and require respiratory support at birth. These infants are also at increased risk of brain injury. The brainstem contains vital respiratory centres which can be inhibited by inflammation, particularly by prostaglandin E 2 (PGE 2 ). We aimed to investigate whether intrauterine inflammation alters fetal respiratory function, and whether this is associated with increases in PGE 2 in brainstem respiratory centres.
INTRAUTERINE INFLAMMATION INHIBITS BREATHING MOVEMENTS IN FETAL LAMBS
Methods: Fetal lambs (122 days gestation) were exteriorised and instrumented to measure fetal respiratory function (fetal breathing movements; FBMs), heart rate and blood pressure before being returned in utero. At 125 days gestation, fetal lambs
